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By screening outpatients attending a regional cancer centre, Professor Michael Sharpe (Professor of Psychological Medicine, Universities of Edinburgh and Oxford) demonstrated that current services are poor at identifying and treating depression in cancer patients. 2 Failure to manage depression may have a detrimental effect on quality of life, treatment adherence and survival, however, screening for and treating depression can provide greater benefits than some anti-cancer treatments in terms of quality adjusted life years. 3 Fatigue and pain also cluster with distress and active disease, suggesting cancer treatment and symptom relief programmes should run in parallel to avoid prolonging life at the expense of quality.
session 2: inflammation anD cancer symptoms
Dr Neil MacDonald (Oncologist and Palliative Care Physician, Cancer Nutrition-Rehabilitation Programme, Montreal, Canada) reviewed the role of inflammation in cancer and related symptoms. We were reminded that C-reactive protein (CRP) identifies cancer patients with a poorer prognosis and asked if this cheap test could be used to better direct oncological treatment. Raised CRP also correlates with higher rates of pain, fatigue and cachexia, and there is now evidence that early palliative care not only generates better quality of life scores, but can also prolong survival. 4 A survival benefit from nonsteroidal anti-inflammatory drug (NSAID) use in advanced cancer has also been suggested, 5 supporting the rationale for prioritising research around antiinflammatory therapies.
Systemic inflammation was described by Professor Kenneth Fearon (Professor of Surgical Oncology and Honorary Consultant Colorectal Surgeon, Western
General Hospital, Edinburgh) as one of the key features of cancer cachexia, together with muscle loss and reduced food intake. The recently published international consensus statement on cancer cachexia 6 defines this multifactorial syndrome as a spectrum from early changes (pre-cachexia) to severe incapacity (refractory cachexia). Four key assessment domains were outlined; food intake, catabolic drivers, muscle mass and physical functioning, recognising accurate assessment is challenging in the sarcopenic elderly and the obese. Multimodal cachexia treatment has been shown to improve quality of life if targeted to patients at earlier stages of the spectrum. Following optimisation of underlying conditions and treatment of reversible factors, there are a number of strategies that can be implemented: exercise to prevent deconditioning, pacing and prioritising tasks, setting realistic goals, breathing training and provision of appropriate aids. Opioids can make small but perceptible improvements and may have a role as part of the total care package. Similar studies for benzodiazepines are lacking but these can be particularly useful where anxiety and panic predominate. The evidence that oxygen improves the sensation of chronic breathlessness education is limited. A cheaper, safer and proven alternative is the handheld fan. 7 Professor Irene Tracey (Director of the Oxford Centre for Functional Magnetic Resonance Imaging of the Brain) presented results using methods such as functional magnetic resonance imaging (MRI), positron emission tomography, magnetoencephalography and pharmacological functional MRI. Objective readouts can be produced for subjective pain experiences, highlighting the neuroanatomy involved and demonstrating the complex, bilateral cortical activation that provides extra layering to the pain experience. We may now have the potential to interpret an individual's pain signature map and see how this has evolved from a number of different pain processes. We also have a means of illustrating the effects of analgesics on the human brain, and the mechanism of the placebo response, 8 pertinent to the management of patients across the diagnostic spectrum and for future drug development.
session 4: paeDiatric palliative care
Dr Richard Hain (Senior Lecturer and Honorary Consultant in Paediatric Palliative Medicine, University of Cardiff) introduced the final session by outlining the major differences between UK adult and paediatric palliative care services. He was followed by two case presentations from Dr Fariel Rahman (SpR in Neurodisability, Royal Hospital for Sick Children, Glasgow) and Dr Diana McIntosh (SpR in Oncology, Royal Hospital for Sick Children, Glasgow) describing circumstances where information had been withheld from children suffering from life-limiting conditions by their parents, and by others at the parents' request. Dr Hain asked the audience to consider the ethical basis for such actions and how we might develop an appropriate approach to children in such circumstances.
take-home message
This excellent symposium considered the remit and possibility of effective palliative care in general and specialist practice. We are learning more about caring for patients with conditions other than cancer. We are also appreciating that a palliative approach can positively impact not only on quality of life but also longevity. In an era of financial constraint, but with an obligation to provide high quality care for all, investment needs to be carefully considered and resources utilised in line with potential benefit. It is reassuring to acknowledge that with palliative care, we can deliver.
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